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Appendix 10
Prior Authorization Request Form

Spell of Illness Sample (Occupational Therapy)

 x

1234567

  115

1234567892

Recipient, Im A.

MM/DD/YY

609 Willow St.
Anytown, WI  55555

  XXX    XXX-XXXX

I. M. Provider
1 W. Williams
Anytown, WI  55555

10000000

854 T.B.I.

814.0 (R) Wrist fx.

   MM/DD/YY                MM/DD/YY

Q0109           0T         8         9 Evaluation          01

97535           0T         8         9 Act of daily living (each 15 min.)         34

97770           0T         8         9 Cognitive - memory (each 15 min.)         34

97110           0T         8         9 Range of motion (each 15 minutes)         34

97265           0T         8         9 Joint mob. periph. (initial 15 min.)         12

97250           0T         8         9 Myofas. Rel/Soft tissue (each 15 min.)                    34

*Each session will include 30 min. ADL and combination of other procedures to equal one hour of treatment

      MM/DD/YY I.M. Provider  Begin SOI   MM/DD/YY

DO NOT write in this space.
Reserved for Medicaid use.


